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ABSTRACT 
 
Objective: This is a study of 8,464 adult women and 21,155 adult males who entered 
substance abuse treatment in Texas between 2000 and 2005. Participants were either 
on probation for driving under the influence (DUI), were referred to treatment by DUI 
probation, or had been arrested for DUI in the past year.  
 
Methods: The female and male clients were compared on demographic characteristics, 
substance use patterns, DSM-IV diagnoses, and levels of impairment. T tests and chi 
square tests were used to determine significance and multivariate logistic regression 
identified predictors of completing treatment and being abstinent at follow-up. 
 
Results: The proportion of females who were sent to treatment as a result of DUI 
increased from 27% in 2000 to 32% in 2005. Females were significantly more likely than 
males to be White (73% vs. 56%), to have used substances a shorter period of time (17 
vs. 19 years), to be seeking custody to regain their children (11% vs. 2%), to meet the 
DSM criteria for drug dependence (32% vs. 23%), to have injected drugs (31% vs. 
23%), to have used substances daily (42% vs. 40%), to have a depressive disorder 
(16% vs. 7%) or bipolar disorder (12% vs. 5%), and to be have been in treatment before 
(60% vs. 49%). In contrast, males were more likely to be alcohol dependent (49% vs. 
44%). Females were less likely to complete treatment (67% vs. 72%) and reported 
significantly more days of problems on the 6 domains of the ASI at both admission and 
at 60-day follow-up. Furthermore, at follow-up, they were more likely to be living with 
someone who abused alcohol or used drugs (9% vs.7%).  
 
Conclusions: Although females comprised only 29% of the DUI treatment admissions, 
they were more impaired and experienced more problems than their male counterparts. 
The findings indicate that additional resources, including treatment for co-occurring 
mental health problems and living in sober households, may be keys to helping these 
women achieve abstinence and prevent additional DUI episodes. 
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INTRODUCTION 
 
Current Context  
Driving under the influence (DUI) continues to represent a major road safety concern 
that results in substantial personal and economic costs. In Texas, the economic cost of 
alcohol and drug abuse in 2000 was estimated at $25.9 billion, and of that total cost, the 
motor vehicle crash costs due to alcohol and drug abuse were $424 million. The costs 
for treating those who were injured by substance abusers and the costs for treating the 
abusers themselves totaled nearly $1.5 billion. The costs in morbidity (lost productivity) 
came to $11.2 billion, and mortality due to premature death cost $4.8 billion (Liu, 2002). 
To reduce the economic costs caused by driving under the influence, more attention is 
being focused on treatment programs for impaired drivers. There is a growing body of 
evidence which demonstrates that treatment can reduce recidivism and produce 
beneficial client outcomes (Eibner et al., 2006; Finkbiner and Wisdom, 2004; Gomez-
Talegon and Alvarez, 2006; Nochajski and Stasiewicz, 2002; Pratt et al., 2000; Wells-
Parker et al., 1995).  
 
Offenders who present for treatment vary on a range of socio-demographic 
characteristics including age, existence of general traffic and non-traffic offences (Bailey 
and Bailey, 2000; Begg et al., 2003; Davis and Broughton, 2002; Stewart et al., 2002), 
and marital status (Ferguson et al., 1999; Nickel, 1991; Norchajski and Wieczorek, 
2000). In addition, this population may use multiple drugs (Appenzeller et al., 2005; 
Skurtveit et al., 2002), and may also combine alcohol and drugs (Appenzeller et al., 
2005; Christophersen, 1990; Soderstrom et al., 1997).  
 
Despite the broad array of individual characteristics presented by DUI offenders, such 
offenders have traditionally been more likely to be males than females (Begg et al., 
2003; Begg and Langley, 2004; Neale, 2004; Skurtveit et al., 2002; Skurtveit et al., 
2002). Males are also more likely than females to be apprehended on a number of 
occasions (Skurtveit, Abotnes, et al., 2002), to be fatally injured as a result of drug 
driving (Hausken et al., 2005), and to frequently engage in drink driving practices (Chou 
et al., 2005; Chou et al., 2006). This gender difference between DUI offenders is 
consistent with the international research that has documented higher rates of general 
drug use among men than women (Fergusson and Horwood, 2000; Ogborne and 
Smart, 2000), found that men are more likely to take risks when driving (Bergdahl, 2005; 
Laapotti and Keskinen, 2004), and demonstrated that men are also more likely to 
present with alcohol and drug problems (Brown et al., 1993; Denier et al., 1991). In 
regards to drugged driving, the higher prevalence of male DUI offenders may relate to a 
number of factors, including the fact that men are more likely than women to (a) take 
drugs, (b) drive, and (c) have access to a vehicle (Neale, 2004).  
 
Recently there has been a growing body of research that has focused on the addiction 
careers and treatment needs and outcomes for both males and females in general (Niv 
and Hser, 2007), and this research has indicated that patterns of drug use and 
consumption levels are now much more similar (Denier et al., 1991; Holdcraft and 
Iacono, 2002; Isralowitz and Rawson, 2006; Lundy et al., 1995). Less definable 
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differences exist between males and females on drug consumption for many illicit 
substances such as amphetamines, cocaine, and heroin (Isralowitz and Rawson, 2006). 
And men and women may be similar in age of first drug use and severity, although 
women often display a shorter history of such disorders (Holdcraft and Iacono, 2004).  
 
Treatment Outcomes  
In regards to the differing rehabilitative effects of program completion, research has yet 
to focus heavily on gender differences for treatment outcomes (Grella et al., 2005). 
Historically, the majority of studies that have examined drug treatment outcomes have 
either incorporated predominantly male samples (Grella et al., 2005) or examined 
female samples in isolation (Niv and Hser, 2007; Robles et al., 2006). The findings of 
treatment outcome studies remain mixed, as there is evidence of differing outcomes 
between the genders on psychosocial functioning measures (Grella et al., 2003; Hser et 
al., 2004; Hser et al., 2005; Walton et al., 2003). However, a growing body of opposing 
research is indicating few discernable differences exist between the sexes on treatment 
success (Acharyya and Zhang, 2003; Aharonovich et al., 2006; Alterman et al., 2000; 
Dodge et al., 2005; Grella et al., 2005; Slesnick et al., 2006). It may yet be found that a 
range of personal and environment factors affect enrollment, progress and completion 
outcomes. Perhaps the greatest difference exists in the factors that increase or 
decrease enrollment in programs, as research indicates that women receive less 
support from partners (Amaro and Hardy-Fanta, 1995), are more likely to perceive that 
programs do not address women’s special problems (Salmon et al., 2000), and 
generally experience greater disparities in drug treatment options compared to men 
(Robles et al., 2006).  
 
Given the changing dynamics of the drug culture, increasing numbers of females are 
being convicted of DUI offences and they are presenting, or being coerced, into court-
ordered treatment. Furthermore, as increasing numbers of females engage in risky 
behaviors such as alcohol and drug use (Isralowitz and Rawson, 2006), additional 
research is required into the characteristics of those who present for treatment, as well 
as their type and severity of drug use.  
 
Study Rationale and Aims 
Between 2000 and 2005, nearly 94,000 persons were arrested each year for driving 
under the influence in Texas. Of these individuals, 85% were male, 93% were White, 
6% were African American, and 42% were of Hispanic ethnicity. Of those arrested, 
some 44,000 were convicted and either sentenced to jail or placed on probation. The 
present study focuses on a sample of those individuals who subsequently entered 
substance abuse treatment programs. It aims to highlight their predominant personal 
and environmental characteristics of female DUI offenders, their levels of impairment, 
and their outcomes after treatment.  
  
METHODS 
 
Sample  
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This is a secondary analysis of an administrative dataset of 29,619 adult Texans who 
were either (a) on probation for driving under the influence (DUI) at the time of their 
admission to treatment, (b) were referred to treatment by a DUI probation officer, or (c) 
reported at least one DUI arrest in the past year. Participants were admitted to over 170 
treatment programs funded by the Texas Department of State Health Services between 
2000 and 2005. The treatment programs provide services across the state and eligibility 
is based on clinical and financial need. Thus, individuals with the means to enter private 
treatment are not included in this dataset.  
 
The data were extracted from the Behavioral Health Integrated Provider System 
(BHIPS), which is an Internet-based system developed by the Texas Department of 
State Health Services (DSHS), formerly the Texas Commission on Alcohol and Drug 
Abuse. BHIPS provides record keeping, data sharing within a service network, and 
support of state and federal reporting requirements, including the federal Treatment 
Episode Data System (TEDS). Reimbursement for services is dependent upon 
submission of the required client data forms.  
 
Data collected at admission primarily reflects the living and economic status of the client 
at that time, as well as substance use of the client in the 30 days before admission, and 
the number of days in the last 30 that the client experienced any of the six domains of 
the Addiction Severity Index (ASI) (McLellan et al., 1980). Information on substance 
abuse and mental health conditions based on the Diagnostic and Statistical Manual of 
Mental Disorders IV (DSM-IV) (American Psychiatric Association, 2002) is also 
collected, although the extent of reporting varies since programs without staff trained to 
do the DSM mental health diagnosis do not report those data. Data are also collected 
on the client’s condition at discharge and at follow-up 90 days after the last service. 
DSHS requires that follow-up contact be made in person or by telephone. If the client 
cannot be located, information about the client may be obtained from family members, 
case workers, parole or probation officers, or other persons (provided the client had 
given written permission to make such contacts).  
 
Analysis 
Means are reported for continuous data and categorical variables. When comparisons 
between clients are made, t-tests are used for comparisons between normally 
distributed continuous data and χ2  for categorical data. Bivariate odds ratios were 
calculated using SAS v9 PROC GENMOD, which can model categorical, ordinal, and 
continuous responses. Variables that approached a significance of p<0.10 were 
included in multivariate logistic regression analyses to identify the predictors of 
completing treatment and being abstinent at follow-up. Because clients within a local 
program might have characteristics more similar to each other than those randomly 
selected from other programs, the Generalized Estimating Equation (GEE) model was 
used to account for the variation in user characteristics due to treatment programs. 
Significance was set at p<0.05 using the GEE parameter estimates. This research was 
approved by the Institutional Review Board of the University of Texas at Austin. 
 
RESULTS 
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Characteristics of Clients at Admission to Treatment 
 
The first aim of this study was to determine the differences between female and male 
DUI offenders entering treatment programs. Some 29% of the clients were female and 
they were much more likely than their male counterparts to be White and to have been 
in treatment previously; conversely, they were much less likely to be married or to have 
worked as many months in the past year (Table 1). Between 2000 and 2005, the 
proportion of DUI offenders entering treatment who were female increased from 27.2% 
to 31.7%, and the proportion of DUI females in treatment was higher than the proportion 
arrested for DUI during this same time period (15%). The proportion of Hispanic DUI 
females entering treatment increased from 16.8% to 21.6%, the proportion of Black 
females decreased from 8.6% to 4.7%, and the proportion of Whites remained at about 
73%. Because of the way the Texas DUI arrest data were reported, it was not possible 
to determine the race and ethnicity of female arrestees. 
 
INSERT TABLE 1 ABOUT HERE 
 
DUI offenders who were women differed from men in their drug use patterns. Females 
were not as likely to report a primary problem with alcohol and more likely to report 
problems with “other opiates” such as oxycodone, hydrocodone, or morphine; 
amphetamine or methamphetamine; powder cocaine; crack cocaine; and “downers” 
such as sedatives, barbiturates, or tranquilizers (Table 2). They were more likely to use 
a combination of substances: 53.1% of females reported problems with a second 
substance vs. 46.8% of male clients (χ294.48, p <.0001). 
 
INSERT TABLE 2 ABOUT HERE 
 
In regards to personal and family characteristics, some 46.9% of the female and 32.1% 
of the male clients had children under the age of 19 living in their households 
(χ2=464.61, p <.0001), and one of the reasons some of these parents had come to 
treatment was to regain custody of their children who had been taken by the State’s 
child protective services agency (11.0% of the women vs. 1.5% of the men, χ2 595.83, 
p<.0001). Those women who were seeking to regain their children from the State were 
younger than other women (31.5 vs. 35.7 years, p<.0001), reported fewer days of 
substance use in the month prior to admission (8.4 vs. 11.4 days, p<.0001), were less 
likely to have a problem with alcohol (44.4% vs. 64.1%, p<.0001), and were more likely 
to have problems with crack cocaine (12.4% vs. 6.4%, p<.0001) or powder cocaine 
(12.6% vs. 5.7%, p<.0001). They were more likely to be Hispanic (37.8% vs. 18.3%, 
p<.0001), and English was not the primary language for 68.4% of the group.  
 
A second aim of the study was to identify the levels of impairment and self-reported 
frequency of substance use among DUI-offending women entering treatment. As 
compared to males, these women reported more days of problems on the six domains 
of the ASI, had a history of injection drug use, were more likely to have used their 
primary problem substance on a daily basis in the six months prior to entering 
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treatment, were more likely to have sought care for themselves in a hospital or 
emergency room in the past year, and had a shorter lag between age of first use of their 
primary problem drug and age at admission to treatment (Table 3). 
 
INSERT TABLE 3 ABOUT HERE 
 
Some 2,352 of the female and male DUI offenders at admission were screened for a 
DSM-IV diagnosis for a mental health disorder and 26,350were screened for a 
substance abuse disorder. The female DUI offenders were more likely to receive a 
diagnosis of drug dependence and depressive or bipolar disorders. They were also 
more likely to have been placed on medication for depression or anxiety at the time they 
were admitted to treatment (Table 4). 
 
INSERT TABLE 4 ABOUT HERE 
 
Female patients were more likely to enter residential services (46.2% vs. 38.5%, 
χ2148.7, p<.0001) and the male patients were more likely to enter outpatient services. 
Mean length of stay was 23.7 days in residential and 58.9 days in outpatient. 
 
Characteristics of Clients at Discharge from Treatment 
 
At discharge, 67.1% of the women and 71.7% of the men had successfully completed 
treatment (χ2 57.5, p<.0001). In comparison, another 8.1% of women and 5.9% of men 
left treatment against medical advice (χ2 47.96, p<.0001) and there was no difference in 
the proportion of men (11.1%) and women (10.7%) who were terminated from treatment 
for non-compliance with program rules. Similarly, there was also no difference in the 
proportions of women and men who had been abstinent from their primary problem 
substance in the last 30 days of treatment (79.9% vs. 80.9%) or in the number of close 
persons and/or family members actively involved with their treatment process (1.7 vs. 
1.5). However, the female clients attended more twelve-step meetings in last 30 days of 
treatment (7.4 vs. 6.8 days, p<.0001). 
 
Those women who were seeking to get their children back from state custody were less 
likely to complete treatment (60.9% vs. 67.5%, χ2 7.99, p=0.005) or to be abstinent in 
the month prior to treatment discharge (75.6% vs. 80.1%, χ2 4.35, p=.04). There was no 
difference between these women and women without children in protective custody in 
terms of number of twelve-step meetings attended during treatment or the number of 
supportive persons involved in their treatment.  
 
Importantly, the treatment environment also influenced treatment outcomes. Clients in 
residential services were more likely to complete treatment than those in outpatient 
services (80.8% vs. 62.8%, χ2 1062.1, p<.0001) and to be abstinent in their last 30 days 
of treatment (89.7% vs. 72.7%, χ2 1165.2, p<.0001). 
 
To determine which demographic and impairment characteristics were associated with 
treatment completion, bivariate and multivariate logistic regression models were 
 8
constructed (0 = non-completion and 1 = completed treatment). As shown in Table 5, for 
both female and male DUI offenders, being in residential treatment predicted completing 
treatment, followed by receiving medication to treat their anxiety or depression 
problems. In contrast, having ever injected drugs was the strongest predictor of not 
completing treatment. For male DUI offenders, two additional variables predicted not 
completing treatment: (1) more past year visits to the hospital or emergency 
departments for their own care and (2) use of their primary substance daily in the six 
months prior to treatment admission. 
 
INSERT TABLE 5 ABOUT HERE 
 
Status of Clients at Follow-Up 
 
The final series of analyses focused on examining client status at follow-up. Ninety days 
after their last treatment episode, contact was made with 41% of the female clients and 
47% of the male clients (χ22 82.9, p<.0001). Of those contacted, 65.4% of the female 
and 68.6% of the male clients were living with their families (χ2 12.4, p=.0004) and 
14.7% of females and 12.4% of males were living alone (χ2 12.9, p=0003); less than 1% 
of females or males were homeless.  
 
More than half of the admitted DUI clients were not contacted at follow-up. The BHIPS 
dataset provided no reason for these non-contacts, but it could have been due to 
programs closing, non-compliance with their contractual obligations, or inability to locate 
clients for follow-up. To discern differences in those who were and were not contacted, 
further analysis was conducted. Those who were not contacted were more impaired 
than those who were contacted. They were significantly less likely to be first admissions 
to treatment (43.6% vs. 52.0%), not to be employed at admission (34.0% vs. 49.8%), 
and more likely to be female (31.2% vs. 25.9), to be White (66.1% vs. 56.7%), to have 
injected drugs (30.1% vs. 20.0%), to have been homeless at admission (7.5% vs. 
3.6%), to report more problems on the six domains of the ASI Index. All of these factors 
were significant at p<.0001. 
 
Of those contacted, a small proportion were living in households where they were 
exposed to abuse of alcohol or use of drugs (9.2% of women and 7.1% of men, χ2 14.5, 
p=.0001). Those who lived in such situations were more likely to have used their 
primary drug on a daily basis in the six months prior to treatment admission (40.8% vs. 
30.1%, p<.0001), to be female (30.9 vs. 25.1, p=.0001), to be White (61.1% vs. 56.0%, 
p<.0029), to have left treatment against medical advice (12.7% vs. 5.3%, p=.0001), and 
to have stayed in treatment a shorter period of time (58.7 vs. 71.3 days, p<.0001). 
 
The women contacted at follow-up were less likely to be employed. For example, 36.6% 
of women and 61.2% of men were working full-time, 14.2% of women and 10.0% of 
men were working part-time, 13.0% of women and 7.6% of men were unemployed but 
seeking work, and 13% of each group was not in the labor force. Another 22.3% of 
women and 8.7% of men were unemployed and not seeking work (χ2 755.7, p<.0001). 
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In terms of substance use, 33.5% of women and 39.3% of men contacted reported no 
use of their primary problem substance in the month prior to the follow-up (χ284.6, 
p<.0001). And although the women were significantly more likely to report more days of 
problems on the ASI Index in the month prior to follow-up, their scores were much lower 
than they were at admission. As an example, for the female offenders, the number of 
days on which they suffered drug and/or alcohol problems such as memory lapses or 
blackouts, shakes or tremors or withdrawal symptoms, craving and not wanting to stop 
(or not being able) was found to have decreased from 14.0 days at admission to 2.3 
days at follow-up. 
 
A third logistic regression model was constructed to examine the variables which were 
associated with being abstinent in the month prior to follow-up (0=use and 1=no use). 
Completing treatment was the strongest predictor of abstinence and living in a situation 
where the client was exposed to alcohol abuse or drug use at follow-up was the 
strongest predictor of not being abstinent in the past month (see Table 6). For male DUI 
offenders, having more than one DUI arrest in the year prior to entering treatment was 
also a risk factor for not being abstinent.  
 
INSERT TABLE 6 ABOUT HERE 
 
Finally, although being in a residential treatment facility was the strongest predictor of 
completing treatment, having been in such a facility was a significant risk factor for not 
being abstinent at follow-up (89.7% of residential vs. 73.3% of non-residential 
discharges were abstinent at follow-up). Those who had been in residential were 
significantly more likely to be female (32.4% vs. 25.9%), to be White, (71.6% vs. 
54.0%), to be divorced with children living with them (10.1% vs. 9.2%), to have used 
daily in the six months prior to admission (61.0% vs. 24.0%), to be on medications for 
mental health problems at follow-up (3.2% vs. 2.1%), to be living in households where 
they were exposed to abuse of alcohol or use of drugs (9.7% vs. 6.7%), and to have 
more days of problems on the six domains of the ASI Index at both admission and 
follow-up. All of these factors were significant at p=.01. 
 
DISCUSSION 
 
The present research aimed to provide a profile of a large sample of female Texas DUI 
offenders whose level of impairment was sufficient for them to be coerced to treatment. 
More specifically, the study sought to highlight the characteristics of female DUI 
offenders at admission to treatment, as well as their treatment outcomes as measured 
by completion of their course of treatment and abstinence at follow-up.  
 
Firstly, the data indicated the proportion of DUI-offending women who entered publicly-
funded treatment in Texas increased from 2000 to 2005. While males were more likely 
to enter treatment because of a DUI, the results of this Texas study provide evidence 
that women are arrested for DUI often have significant problems because of substance 
abuse. The increase in the proportion of Hispanic women entering treatment in this 
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study as a result of DUI is consistent with the increase in the Hispanic population in 
Texas from 32% in 2000 to 36% in 2005.  
 
Secondly, women differed from men in their substance use patterns. Specifically, 
female DUI offenders were more likely to be drug dependent, to have injected drugs, to 
have sought care for themselves in the hospital or emergency rooms, to have more 
days of problems on the ASI Index at admission and follow-up, to have more mental 
health problems, and to be less likely to be working at admission and at follow-up. The 
present findings are in contrast with early research that found men are more likely to 
present with both alcohol and drug problems (Brown et al., 1993; Denier et al., 1991) 
but consistent with more recent research that women at admission to treatment have 
more severe problems than men (Hser et al., 2005). Taken further, the results of the 
current study provide support for the assertion that women can also present with 
complex and severe substance abuse problems after being apprehended for a DUI 
offence. As a result, it appears that both treatment and criminal justice system 
personnel need to reemphasize that driving under the influence includes both alcohol 
and drugs and that sentencing outcomes may benefit from recognizing the need for 
treating dependence on a range of substances.  
 
These problems also flow onto treatment outcomes, as women were less likely to 
complete treatment than men in the current study. The results are again in contrast to 
previous research that has indicated few differences exist between the sexes on 
treatment success (Acharyya and Zhang, 2003; Aharonovich et al., 2006; Grella et al., 
2005; Slesnick et al., 2006). However, treatment success may be heavily dependent 
upon personal support and the ability of programs to cater for women’s needs and drug 
use characteristics (Amaro and Hardy-Fanta, 1995; Salmon et al., 2000). Within the 
current sample, a number of participants had children under their care or were aspiring 
to regain custody of children. Further, females who received medication for their 
depression or bipolar conditions did better in treatment, which adds support for the 
expansion of programs for persons with co-occurring mental health and substance 
abuse problems.  
 
Interestingly, although a successful treatment outcome would have seemed to be an 
incentive for those parents whose children had been placed in state custody, this group 
was less likely to complete treatment or be abstinent at follow-up. This group was twice 
as likely to be Hispanic, so programming which is both culturally relevant and bilingual 
or monolingual Spanish may be needed. Further research is needed on effective 
programming for Hispanic women who are DUI offenders. 
 
Thirdly, the residential treatment environment was the best predictor of completing 
treatment, but it was a risk factor for not being abstinent at follow-up. Those who went 
through residential treatment were more impaired, and this group did well in a structured 
environment. However at discharge, a proportion of this sample returned to less optimal 
living conditions where they were more likely to be exposed to alcohol abuse or drug 
use. This highlights the need for close supervision by probation officers after treatment 
to help prevent relapse and assistance in obtaining sober housing, as well as the 
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possible use of interlocks and electronic monitoring tools to improve the long-term 
outlook for problematic clients who appear resistant to change. Furthermore, the results 
underscore the complex nature of substance abuse treatment and the need for 
comprehensive programs that can be tailored for the individual requirements of 
participants. Matching offenders to specific interventions that cater for individual needs 
and requirements may be especially relevant for “hard core” offenders who present with 
severe problems and correspondingly complex needs. 
 
While this is a large dataset, it is representative only of lower income clients who 
entered publicly-funded treatment in Texas. The 90-day follow-up data were not 
validated though urinalyses and the reporting on DSM-IV diagnoses was not uniform 
across all programs. The fact that less than half the admitted clients were followed up 
after treatment and their higher levels of impairment at admission means that the overall 
treatment outcomes would probably be less favorable if these other clients had been 
contacted. Never the less, the size of the dataset and the large number of variables in 
BHIPS does provides insight into treatment characteristics and the short-term treatment 
outcomes of those DUI offenders whose substance use was severe enough for them to 
be coerced to treatment.  
 
Despite such limitations, the current study provides further evidence that gender 
differences in substance abuse continue to change with time (Holdcraft and Iacono, 
2004), and that women are becoming increasingly at risk not only of driving under the 
influence, but of being significantly impaired and needing substance abuse treatment. 
These findings provide support for the assertion that women may be more likely to 
experience the negative behavioral and emotional consequences of drug dependence 
(Holdcraft and Iacono, 2004), and may in fact be significantly more likely to present with 
complex and severe drug-related issues. Importantly, the process of recovery does not 
appear to be the same for males and females (Hser et al., 2004; Slesnick et al., 2006), 
and delivering services to address the problems and needs of women will improve 
treatment outcomes (Hser et al., 2005), and thus specifically reduce the likelihood of 
continuing to drive while impaired. As a result, further research and policy consideration 
needs to be given to the differing characteristics of female and male DUI offenders who 
present for alcohol or drug treatment, as it currently appears that a disproportionate 
number of women remain at risk of substance use both before as well as after treatment 
completion.  
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Table 1. Characteristics of Clients at Admission to 
Treatment in Texas DSHS-Funded Programs with 
Past-Year DWI Arrests 
or DWI Probation: 2000-2005 
    
  Female Male p 
Number (%) 
8464 
(29%)
21155 
(71%)  
Average Age (Years) 35.5 35.9 ** 
% First Treatment 
Admission 40.4 50.8 ***
% Black 6.5 7.8 ** 
% White 72.9 56.4 ***
% Hispanic 19.3 34.7 ***
% Married 16.4 24.7 ***
# Months Employed Past 
Year 4.4 6.8 ***
Mean Years Education 11.9 11.6 ***
% Homeless 5.8 5.5    
% Living with Family 73.1 74.5 * 
*p=.05; **p=.01; 
***p<.0001     
 
 18
 
Table 2. Primary Problem Substance of Clients with 
Past-Year DUI Arrests or DUI Probation at 
Admission to 
Treatment in Texas DSHS-Funded 
Programs: 2000-2005   
  
  Female Male p
% Alcohol 63.7 73.3 * 
% Heroin 3.3 3.2  
% Other Opiates 4.4 2.2 * 
% 
Amphetamine/Methamphetamine 6.7 3.3 * 
% Cannabis 5.2 7.4 * 
% Powder Cocaine 5.0 4.3 * 
% Crack Cocaine 8.2 5.2 * 
% Downers 2.6 0.7 * 
% Other Drugs 1.1 0.6 * 
    
*p=<.05. Bonferroni adjustment used to control for 
multiple comparisons 
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Table 3. Substance Use Problems of Clients with Past-Year 
DUI Arrests or DUI Probation at Admission to Treatment in  
Texas DSHS-Funded Treatment Programs: 2000-2005   
    
  Female Male p 
% History Injection Drug Use 30.6 22.9 *** 
% Past Year Hospital or ER Visits for Self 45.1 29.8 *** 
% Used Daily in Last 6 Months 42.4 39.6 *** 
Days of Health Problems 6.1 4.0 *** 
Days of Employment Problems 12.7 10.4 *** 
Days of Family Problems 11.7 8.2 *** 
Days of Social Problems 8.7 6.4 *** 
Days of Psychological Problems 13.6 8.4 *** 
Days of Drug/Alcohol Problems 14.0 11.2 *** 
Lag between First Use of Drug1 &This 
Admission (Yrs) 17.1 19.4 *** 
    
*p=.05; **p=.01; ***p<.0001    
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Table 4. DSM-IV Diagnosis and Mental Health Medication 
Prescribed for Clients at Admission to Treatment in Texas 
DSHS-Funded Programs with Past-Year DUI Arrests or  
DUI Probation: 2000-2005  
    
 Female Male p 
% Alcohol Abuse 8.3 12.1 ***
% Drug Abuse 3.3 3.0  
% Alcohol Dependence 43.9 49.4 ***
% Drug Dependence 32.1 23.3 ***
% Depressive Disorder 16.2 7.1 ***
% Bipolar Disorder 11.6 4.8 ***
Placed on Anti-Depression or Anti-Anxiety 21.4 9.9 ***
  Medication at Admission       
*p=.05; **p=.01; ***p<.0001     
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Table 5. Multivariate Prediction of Treatment Completion for Female Clients with Past-Year
DUI Arrests or DUI Probation Treated in Texas DSHS-Funded Programs: 2000-2005
Risk Factor Odds Ratios Pr>Z Lower Upper 
Age at Admission 1.02 <.0001 1.012 1.023
Had Ever Injected Drugs 0.64 <.0001 0.509 0.799
Received Medication for Anxiety or Depression 1.41 0.007 1.100 1.811
Length of Stay in Treatment 1.00 <.0001 1.005 1.011
Family and Friends Involved in Treatment Process 1.10 0.000 1.045 1.162
Residential Treatment 3.28 <.0001 2.320 4.654
12-Step Meetings Attended in Last 30 Days 1.07 <.0001 1.054 1.081
Months Employed Past Year 1.06 <.0001 1.044 1.072
Days ASI Psychological Problems 0.99 0.001 0.982 0.995
Multivariate Prediction of Treatment Completion for Male Clients with Past-Year
DUI Arrests or DUI Probation Treated in Texas DSHS-Funded Programs: 2000-2005
Risk Factor Odds Ratios Pr>Z Lower Upper 
Age at Admission 1.02 <.0001 1.019 1.025
Had Ever Injected Drugs 0.46 <.0001 0.393 0.533
Received Medication for Anxiety or Depression 1.81 <.0001 1.429 2.299
Length of Stay in Treatment 1.01 <.0001 1.005 1.013
Family and Friends Involved in Treatment Process 1.16 <.0001 1.091 1.236
Residential Treatment 4.05 <.0001 2.837 5.779
12-Step Meetings Attended in Last 30 Days 1.09 <.0001 1.068 1.111
Months Employed Past Year 1.04 <.0001 1.028 1.050
Days ASI Psychological Problems 0.99 0.0209 0.984 0.999
Past Year Hospital or ER Visits for Self 0.94 0.0007 0.903 0.973
Used Primary Substance Daily in 6 Mos. Before Tmt. 0.80 0.0014 0.699 0.918
95% CI
95% CI
  
 22
Day Follow-Up after Treatment in DSHS-Funded Program: 2000-2005
Risk Factors for Females Odds Ratios Pr>Z Lower Upper 
Completed Treatment 2.19 <.0001 1.533 3.137
Living in Household Where Exposed to Alcohol Abuse 0.13 <.0001 0.085 0.200
or Drug Use
Days Employment Problems at Follow-up 0.98 0.0037 0.963 0.993
Days Family Problems at Follow-Up 0.97 <.0001 0.952 0.982
Days of Psychological Problems 0.97 0.0013 0.950 0.988
12-Step Meetings Attended in Last 30 Days 1.09 <.0001 1.061 1.115
Residential Treatment 0.54 <.0001 0.406 0.713
% Used Daily in  6 Months Before Admission 0.72 0.024 0.540 0.958
Risk Factors for Males Odds Ratios Pr>Z Lower Upper 
Completed Treatment 1.99 <.0001 1.634 2.415
Living in Household Where Exposed to Alcohol Abuse 0.11 <.0001 0.080 0.140
or Drug Use
Days Employment Problems at Follow-up 0.97 <.0001 0.961 0.987
Days Family Problems at Follow-Up 0.95 <.0001 0.938 0.964
Days of Psychological Problems 0.97 <.0001 0.962 0.981
12-Step Meetings Attended in Last 30 Days 1.08 <.0001 1.057 1.110
Residential Treatment 0.41 <.0001 0.317 0.537
% Used Daily in  6 Months Before Admission 0.77 0.0098 0.637 0.940
More than 1 DWI Arrest in Year before Admission 0.72 0.0023 0.589 0.891
95% CI
95% CI
Table 6. Multivariate Prediction of Past Month Abstinence from Primary Problem Substance at 90 
 
  
 
